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How North Carolina Is
Using Medicaid To
Address Social
Determinants of Health
North Carolina has developed a large-scale, comprehensive approach to addressing unmet
nonmedical needs—including food, housing, and transportation insecurity—through
Medicaid.

Read the fact sheet

A view of Charlotte, North Carolina, during the coronavirus pandemic in March 2020. (Getty/Peter Zay/Anadolu Agency)





Introduction and summary

Medicaid—a joint federal-state partnership that provides health coverage
primarily to low-income people and families in America—has been one of the
most effective initiatives at improving health and addressing health disparities
in the country.  Numerous studies have associated Medicaid coverage with
better health outcomes and lower mortality rates.  However, experts are
increasingly concluding that clinical interventions alone are not sufficient to
combat insidious health inequities and give low-income people opportunities to
achieve health and well-being.

Lower-income people often face social and structural barriers to achieving
health, including food and housing insecurity; access to quality education; and
access to clean air, land, and water. Intersecting identities such as race, gender,
sexual orientation, and immigration status further compound these social
needs.  This report considers the health landscape in North Carolina, where
many residents have social needs that put them at high risk of health
inequities:

To respond to the unmet social needs affecting residents’ health, North Carolina
has developed a pilot program, the Healthy Opportunities Pilots, to leverage
opportunities for flexibility offered by the Centers for Medicare and Medicaid
Services (CMS) that allow state governments to use Medicaid dollars to address
social determinants of health.  This report provides background on the
Medicaid program and considers the merits of the Healthy Opportunities Pilots
program.
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More than 1.2 million North Carolinians are unable to access affordable

housing.

North Carolina has the eighth-highest food insecurity rate among all U.S.

states.

In North Carolina, 1 in 5 North Carolina children live in food-insecure

households, and nearly 1 in 4 have had adverse childhood experiences,

potentially traumatic events that occur in childhood.

Nearly 1 in 2 women in North Carolina have experienced intimate partner

violence.



Background

Medicaid coverage is associated with increased access to care and preventive
services, improved health status, decreased hospital and emergency department
use, and decreased mortality rates.  Furthermore, the Affordable Care Act’s
Medicaid expansion, which provided Medicaid coverage to 13 million additional
adults, has led to fewer public safety offenses, fewer evictions, and reduced
medical debt.

Medicaid is a safety net program that provides flexibility for

states

State Medicaid programs offer several flexibility opportunities that allow states
to meet the needs of their residents. Section 1115 waivers, for example, allow
states to modify Medicaid coverage, payment, and other requirements, which
enables them to address a more robust set of needs than traditional clinical
care.  Contracts with managed care organizations (MCOs) and accountable
care organizations (ACOs) also create opportunities for health care payers to
coordinate medical and nonmedical services more closely.  North Carolina was
able to leverage a Section 1115 waiver to create a standardized screening
initiative, referral platform, and pilot program to link social and medical services
and use Medicaid funding to address social determinants of health.

While Medicaid has been a lifeline to improve access to care, especially in the 38
states that have expanded it—of which North Carolina is not one—numerous
nonclinical, or social, determinants weigh heavily on health care access and
health outcomes. To address whole-person health, states must alter their
approaches to target these social and economic factors.

Social determinants of health play a key role in health

outcomes and access to services

According to a 2016 article in the American Journal of Preventive Medicine, clinical
care only accounts for 10 percent to 20 percent of health outcomes.  The
remaining components of health include socioeconomic factors, physical
environment, genes and biology, and health behaviors.  Social determinants of
health are the nonclinical factors among these things, such as one’s social and
community context, education level, neighborhood and environment, health
care access, and economic stability.  For example, people with more
educational attainment are more likely to be healthier and live longer than those
with lower educational attainment.  Notably, more than 1 in 3 Medicaid
enrollees have less than a high school education.

Traditional health policies that improve coverage or quality of care often only
solve one piece of a complex puzzle; to create meaningful and lasting change
and address persistent health inequities, policymakers must also focus on the
social and economic factors underlying disparities. Strong evidence confirms the
benefits of health care and community-based organizations working together to
address social needs that affect health, including significant cost savings and
high returns on investment.



To create meaningful and lasting change
and address persistent health inequities,
policymakers must also focus on the
social and economic factors underlying
disparities.

Many interventions to address the social determinants of health emphasize a
focus on individual health-related social needs. For example, a program may
offer healthy meal deliveries to someone facing food insecurity or outfit a new
air conditioner in an apartment whose resident has asthma. While these
interventions are necessary, social determinants of health also operate on a
community, structural level.  To maximize the benefits of federal spending,
policymakers must address both individual and structural social needs in state
health care approaches.

North Carolina’s Medicaid program

Using a Section 1115 waiver, North Carolina has undertaken a major effort to put
Medicaid dollars toward evidence-based interventions to address social
determinants of health: the Healthy Opportunities Pilots program.

Healthy Opportunities Pilots program

North Carolina’s interventions fall into four domains: food, housing,
transportation, and interpersonal violence/toxic stress. The CMS has authorized
a significant investment in the Healthy Opportunities Pilots program in two to
four regions of the state as well as in robust evaluation: $650 million over five
years.

To qualify for participation in the program, a person needs to meet at least one
needs-based criterion and demonstrate at least one social risk factor related to
the four intervention domains.  The needs-based criteria refer to health risk
factors including chronic conditions, frequent hospital use, high-risk
pregnancies, and adverse childhood experiences. (see text box)

North Carolina Healthy Opportunities Pilots
program eligibility factors and services

To qualify for the Healthy Opportunities Pilots program, participants
must demonstrate at least one health risk factor and one social risk
factor. Pilot services correspond to needs associated with each social
risk factor.

Health risk factors:

■

■

■

Adults with two or more chronic conditions or repeated

emergency department use or hospital admissions

High-risk pregnant women

Infants and children at high risk or with one or more chronic

conditions



Social risk factors and pilot services to address them:

Healthy Opportunities Pilots program funds are also used to build capacity,
establish network leads, and support human service organizations in delivering
social services.  Network leads are entities with deep community roots that
“facilitate collaboration and build partnerships across healthcare payers and
human service providers.”  One network lead operates in each pilot region. To
deliver their services, human service organizations contract with their region’s
network lead.

Addressing unmet nonclinical needs may confer savings, potentially appeasing
state budgetary concerns.  If the North Carolina program sees savings and/or
improved outcomes in any region, it may become much easier for other regions
in the state—and other states—to replicate the program. If the pilot program is
successful and cost effective, the CMS can decide to expand its duration and
scope.

Transition from the fee-for-service model

Prior to launching its Medicaid pilot program, North Carolina began to
transition most of its Medicaid beneficiaries from fee-for-service Medicaid to
managed care.  Fee-for-service arrangements pay health care providers for each
service performed, while managed care models refer to contracts between
Medicaid and managed care organizations (MCOs) that pay an MCO a set
capitated payment for services per member per month.  Value-based
purchasing arrangements, which link payments to provider performance and can
include MCOs, provide financial flexibility for health care organizations to
address social needs.  Conversely, fee-for-service models are not as well suited
to cross-sector collaboration, as they only pay for specific services and may
contribute to fragmented health care delivery systems.

State legislation required North Carolina to contract with 4 to 12 prepaid health
plans to deliver managed care across six regions, emphasizing case management
and whole-person health.  Prepaid health plans must provide care management
services with network leads to help beneficiaries access human service
organizations’ nonmedical interventions.  Managed care plans took effect July
1, 2021.  As of October 2021, nearly 1.7 million North Carolina Medicaid
beneficiaries were enrolled in managed care plans—more than two-thirds of
Medicaid enrollees in the state.

■

■

■

■

Homelessness and housing insecurity

Food insecurity

Transportation insecurity

Risk of witnessing or experiencing interpersonal violence

□ Pilot services: tenancy support; housing quality and safety;

legal referrals; security deposit and first month’s rent; and

short-term post-hospitalization housing assistance

□ Pilot services: food support and meal delivery

□ Pilot services: nonemergency health-related transportation

□ Pilot services: interpersonal violence-related transportation,

legal referrals, and parent-child supports



In restructuring its Medicaid program, the North Carolina Department of Health
and Human Services (NCDHHS) embedded its screening, referral, and care
management systems in its managed care programs.  As the state implements
and evaluates the program, the NCDHHS intends to increasingly link payments
to performance compared with health and cost benchmarks.  It will initially
provide fee-for-service and bundled payments to prepaid health plans, which
will pay network leads. Network leads will subsequently use the approved fee
schedule to pay human service organizations for delivering Healthy
Opportunities Pilots program services. Each year of the demonstration, the
NCDHHS is responsible for implementing more comprehensive value-based
incentive programs and moving away from fee-for-service payments.

Payment to social service providers

Because Medicaid traditionally pays for clinical health services, North Carolina
had to first conduct a robust analysis to determine how to pay for social services.
To determine the fee schedule, the NCDHHS “conducted a rigorous and
transparent year-long process to develop service definitions, gather data on cost
inputs, and identify reference points for pricing when available.”  It looked at
pricing information from 80 organizations, conducted focus groups with North
Carolina-based human service organizations, and sought public feedback before
submitting the fee schedule to the CMS. The fee schedule clearly describes and
prices services. (see Table 1) Payment rates reflect the rate paid to the human
service organization that provides the service and include administrative and
other costs associated with delivering the service.

Table 1



North Carolina Healthy Opportunities Pil
services fee schedule

Service Unit of service

Housing

Inspection for housing safety and
quality

Cost-based reimburseme
cap

Housing move-in support Cost-based reimburseme
cap

Interpersonal violence (IPV)/toxic stress

IPV case management services Per member per month

Home visiting services One home visit

Food

Evidence-based group nutrition
class One class

Healthy food box (delivered) One food box

Transportation

Reimbursement for health-related
public transportation

Cost-based reimburseme
cap

Reimbursement for health-related
private transportation

Cost-based reimburseme
cap

Standardized social need screenings

Using a Section 1115 Medicaid waiver, the NCDHHS created a list of nine
standard screening questions for health care providers to determine if patients
have unaddressed social needs. The screening tool asks about food, housing and
utilities, transportation, and interpersonal safety, with two optional questions
about immediate need. Providers can then use the NCCARE360 referral system
described below to connect the patient with an organization that provides
services or to determine eligibility for the Healthy Opportunities Pilots, if the
program is operating in their region.

Connecting health and social services through
NCCARE360

NCCARE360 is a statewide resource database and referral platform that
connects community-based organizations, social service agencies, and health
care providers to address social determinants of health.  At the point of health
care service, providers can use standardized screening questions to determine
patients’ social and economic needs and connect them with organizations to
help.  The referral system operates as a closed loop so that providers and
organizations can track accepted referrals and outcomes for each participant.



+2.2K
Organizations participating in
NCCARE360

+41K
Unique individuals served by
NCCARE360 in 2020

8K
Requests for care coordination
services responded to by
NCCARE360 in 2020

An example beneficiary’s experience

Imagine an adult patient with a chronic condition who is admitted to
an emergency department.* The patient is treated; at the point of
service, the health care provider asks the standardized screening
questions. The patient answers “Yes” to the question: “Within the
past 12 months, did you worry that your food would run out before
you got money to buy more?” This affirmative response prompts the
hospital to identify the patient as food insecure. If the patient does
not live in one of the pilot regions or does not qualify for pilot
services, the provider can connect them to food banks, nutrition
coaching, and other food security services through NCCARE360. The
provider can then track the referral to see if it was accepted by the
receiving organization and if the patient accessed the help they
needed.

If the patient does live in a Healthy Opportunities Pilots region and
has a nutrition-related chronic condition, the provider can use
NCCARE360 to refer the patient for pilot services. For example, if the
patient is unable to purchase healthy foods or access a food
distribution site, they can receive delivered healthy food boxes at no
cost. The registered dietician, box packaging staff, and delivery staff
would be reimbursed for their services through Medicaid, as would
the cost of the food.

* This text box builds on examples given by Zachary Wortman, chief of
staff at the NCDHHS; Elizabeth Cuervo Tilson, state health director
and chief medical officer at the NCDHHS; and Mandy Krauthamer
Cohen, former secretary of the NCDHHS, in their 2020 Health Affairs
article.

Funding

A key component of North Carolina’s Medicaid approach is its funding
mechanism. By using a Section 1115 waiver, North Carolina received $650 million
over five years in federal Medicaid funds to support its endeavor to connect
patients to social services, $100 million of which can be used for capacity
building. Critically, while waivers typically require budget neutrality, pilot
services are considered “hypothetical,” in that the CMS assumes this spending
would be permissible for federal funding in other parts of the Medicaid program,
thereby waiving the budget neutrality component.  The waived budget
neutrality clauses contain exceptions for certain waiver populations and
programs, such as aged, blind, and disabled beneficiaries and enhanced case
management services.  North Carolina bears the risk for per capita costs of
demonstration but not the risk for demonstration population size, which can
change drastically depending on economic conditions.



Implementation

The NCCARE360 platform has accrued a substantial number of participants
since it launched in select North Carolina counties in May 2019.  The
innovative platform is now functional in all 100 counties, with more than 2,200
organizations participating.  Medicaid MCOs are required to participate in
NCCARE360 once it is operating in their counties. Due to hospital
consolidation, much of the market is concentrated, meaning that once a few
health systems join NCCARE360, much of the service area may be covered.
For example, Duke Health,  UNC Health,  and WakeMed  have all adopted
NCCARE360—and accrue 30.5 percent, 28.0 percent, and 24.5 percent of their
primary service areas, respectively, primarily in the Research Triangle area (i.e.,
Durham, Chapel Hill, and Raleigh).

Lessons learned from the COVID-19 Support
Services Program

While the Healthy Opportunities Pilots program is only beginning to
launch its service provision components, North Carolina learned
some important lessons in 2020 through its Support Services Program
(SSP), which offered food and financial assistance to people in select
“hot spot” counties that were quarantining, isolating, or sheltering in
place due to COVID-19 exposure or risk.  Using the NCCARE360
referral platform and paired with a newly developed Community
Health Worker program, the SSP partnered with local community-
based organizations to deliver food to eligible individuals’ homes and
provided financial supports to struggling residents.  The SSP used a
combination of Coronavirus Aid, Relief, and Economic Security
(CARES) Act and state funding to provide technical assistance and
deliver these services.

While temporary, the SSP was one initiative embedded in a broader
“ecosystem of support.”  The NCDHHS used feedback and metrics
for individual components of the SSP to improve programs across the
ecosystem.  For example, the SSP allowed the NCDHHS to develop
infrastructure and address challenges with reimbursement,
technology access, language accessibility, and diverse population
reach that will ultimately aid smoother rollout of Healthy
Opportunities Pilots program services.

The NCDHHS has already begun to make midcourse adjustments. In response
to the limited initial uptake of the NCCARE360 platform, the NCDHHS changed
the service from a pay-per-license structure to a flat fee for unlimited use
charged to large health systems and payers.  Social service and community
organizations do not pay to participate. Community organizations that receive
referrals initially faced a referral acceptance rate of 56 percent, due in part to the
referring organization’s limited understanding of eligibility criteria for services
requested.  Nonetheless, in 2020, NCCARE360 served more than 41,000
unique individuals, up from 1,200 in the year prior.

By spring 2022, the Healthy Opportunities Pilots program is expected to be
operating in three regions of the state: one in western North Carolina, led by
Impact Health (Dogwood Health Trust); the second in southern North Carolina,
led by Community Care of the Lower Cape Fear; and a third in eastern-central
North Carolina, led by Access East Inc.  (see Figure 1)



Figure 1

Map: Center for American Progress • Source: North Carolina Department of Health
Services, "DHHS Announces Three Regions for Medicaid Healthy Opportunities Pil
Milestone for Nation’s First Comprehensive Medicaid Program to Address Non-Me
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Evaluation criteria

The NCDHHS will evaluate the pilot program rigorously. Its key learning
objectives include evaluating how effective the pilot program is at improving
health outcomes and lowering health care costs, leveraging evaluation findings
to sustain cost-effective interventions in the Medicaid program, and supporting
the sustainability and capacity of delivering nonmedical services.  More
specifically, to evaluate cost savings, the NCDHHS will calculate total
expenditures to Medicaid, out-of-pocket costs for Medicaid enrollees, and costs
of Medicaid-funded services and components.  The NCDHHS anticipates
effective delivery of pilot services, increased screenings for social risk factors,
more connections to social services, decreased social risk factors, improved
health care outcomes, and lower health care costs.  Evaluations will occur in
real time to make any midcourse adjustments and improve the delivery of
effective services, and to inform a summative evaluation to assess the global
impact of the pilot program.

Cost savings
associated
with

https://www.ncdhhs.gov/news/press-releases/2021/05/27/dhhs-announces-three-regions-medicaid-healthy-opportunities-pilots-major-milestone-nations-first


The NCDHHS anticipates
effective delivery of pilot
services, increased screenings
for social risk factors, more
connections to social services,
decreased social risk factors,
improved health care
outcomes, and lower health
care costs.

addressing
social needs

Addressing the social
determinants of health not
only improves equity of care,
but it can also result in
savings. Investing in the
nonclinical factors that are
critical determinants of a
person’s health status can
reduce costs by preventing
poorer health outcomes, lowering the number of hospital admissions and
readmissions, and mitigating the emergency care needed to address acute health
crises. For example, a Massachusetts program that coordinates social services
for patients with chronic conditions and disabilities resulted in 55 percent fewer
hospital days per 1,000 members than those incurred by comparable patients
who did not access services.  Furthermore, researchers estimated that one
community health worker intervention would result in a $2.47 return on every
dollar invested.  A social service referral program operating in 14 states
resulted in 10 percent fewer expenditures for a group that reported met social
needs, compared with a group that did not have their social needs met.  While
the Healthy Opportunities Pilots program has not yet produced enough
evidence to determine actual cost savings, many North Carolina initiatives
previously conducted in the Healthy Opportunities Pilots program’s four
domains—interpersonal violence and toxic stress, housing, food, and
transportation—have proved cost effective.

Interpersonal violence and toxic stress

Much evidence demonstrates the economic value of addressing interpersonal
violence and toxic stress in health care. One 2011 study found that the per-
woman costs associated with ongoing domestic violence were more than
$13,000 per year—about $16,000 today in 2021 purchasing power.  A 2012
study of quality interpersonal violence prevention and intervention programs in
Alberta, Canada, estimated significant cost savings: There was as much as a 600
percent return on investment.  A recent systematic review found that, among
10 studies that conducted cost-benefit analyses of violence intervention
programs, all studies reported positive cost-benefit ratios.  Furthermore,
another study estimated cost savings from hospital-based violence intervention
programs ranging from nearly $83,000 to more than $4 million,  and an
additional study found that hospital-based violence intervention programs could
save state Medicaid programs $69 million annually among the Medicaid
expansion population.

Housing

Housing initiatives can confer significant savings. A homeless medical respite
pilot program in the southeastern United States resulted in a nearly 50 percent
reduction in health care charges compared with the previous year.  One
hospital in North Carolina started a program to connect homeless patients with
housing resources that resulted in a 42 percent to 61 percent decrease in health
care costs of participants and a 35 percent decrease in emergency department
use.

Food



Addressing malnutrition can also result in cost savings. One Chicago-based
accountable care organization created a malnutrition screening initiative and
supplemental nutrition program that resulted in $3,800 in net savings per
patient, totaling nearly $5 million.  One early nutrition therapy initiative in
Colombia resulted in a near 36 percent decrease in costs, resulting from lower
hospital costs, reduced readmission rates, and fewer complications.

Transportation

Transportation is key to patients’ ability to access medical care and can result in
additional cost savings. A 2019 study modeled the economic benefit of
nonemergency medical transportation initiatives via digital transportation
networks, including ride-sharing platforms such as Uber and Lyft, for
transportation-disadvantaged Medicaid beneficiaries and estimated net savings
between $4.3 billion and $4.8 billion.  Furthermore, a 2018 study of return on
investment associated with nonemergency medical transportation for people
receiving dialysis treatments, accessing diabetes-related wound care, and
seeking substance use disorder care found an average return on investment of
$1,335 per member per month.

Takeaways for other states

North Carolina’s innovative Healthy Opportunities Pilots program raises
important considerations for other states considering developing more robust
programs to address social determinants of health. Following North Carolina’s
lead, states can use federal Medicaid funds to alleviate budgetary concerns, build
on existing coordinated care efforts and community ties, and develop programs
for maximal impact.

Leverage federal Medicaid dollars

Leveraging federal Medicaid funds can mitigate some state budgetary
constraints. Addressing social determinants of health may require significant
upfront investment; because social determinant of health initiatives seek to
address structural lack of access and inequities, it may take some time to begin
to achieve savings. Leveraging federal funding to implement these programs may
help states sustain them long enough to have a substantial impact. The Healthy
Opportunities Pilots program will evaluate total expenditures to Medicaid, out-
of-pocket costs to Medicaid enrollees, and costs of Medicaid-funded services
and components to help determine if the program results in cost savings.

North Carolina’s Section 1115 waiver provides $650 million in federal funding
and reserves $100 million in funding for capacity building. North Carolina uses
Medicaid funds to pay for services, incentivize quality, and absorb the
administrative costs of implementation. To begin, the NCDHHS sends funds to
prepaid health plans, which then flow to network leads to reach human service
organizations at the price outlined in the fee schedule.  Because this funding is
initially operating under a fee-for-service or bundled payment model, North
Carolina can gather the data needed to determine and transition to value-based
payments.

Build on coordinated care efforts

North Carolina’s first step toward treating whole-person health and addressing
social needs was to commit to transitioning away from a fee-for-service
Medicaid model. Several value-based payment models are conducive to paying



for social services, including capitation, global budgets, and ACOs.  The North
Carolina General Assembly passed legislation in 2015 directing the NCDHHS to
transition Medicaid from fee-for-service to managed care.  Most Medicaid
beneficiaries began transitioning to managed care on July 1, 2021.  By paying
plans a monthly rate per member to provide care, North Carolina’s Medicaid
program enables them to include nonmedical services in their covered services.

However, North Carolina was careful not to take on more change than it could
manage. The state built on its existing fee-for-service infrastructure to develop a
fee schedule for payments to human service organizations. By beginning with
the existing structure but embedding specific requirements to transition to a
value-based payment model, North Carolina did not venture into impossibly
ambitious territory. Instead, the state recognized its starting conditions and
mapped out a concrete plan that built on that infrastructure. As other states
consider robust reform, they should note this important lesson.

Critically, many states have already implemented value-based payment models
upon which they can build: 69 percent of Medicaid beneficiaries nationally are
enrolled in managed care.  Only four states—Alaska, Connecticut, Vermont,
and Wyoming—use fee-for-service Medicaid models exclusively.  Furthermore,
24 states screen Medicaid enrollees for social needs, and 28 states refer enrollees
to social services.  In a 2019 survey by the Institute for Medicaid Innovation, all
surveyed managed care organizations offered coverage for some social
determinant of health activities for some enrollees.

However, few states currently address social needs to the extent that North
Carolina does: Just 11 states use standardized screening questions, and only five
states track the outcome of referrals. The states that already operate value-based
payments may have the infrastructure needed to more easily develop more
robust social needs programs.

What are other states doing?

While North Carolina’s approach is a significant advancement, several
other states are also making headway in addressing nonmedical needs
through Medicaid. Eighteen states and Washington, D.C., “have taken
at least foundational steps toward statewide VBP [value-based
payment] initiatives that directly address SDoH [social determinants
of health] needs.”  Yet only a few states specify payment reform or
funding for activities that address social determinants of health.  For
example, Oregon’s coordinated care organizations (CCOs), networks
of providers who work together to serve Medicaid beneficiaries,  are
required in their contracts to make investments in “health-related
services” (HRS) to provide support for social determinants of
health.  This HRS spending can count toward the CCOs’ medical
loss ratio—a required proportion of spending on health care services
and quality improving activities and an element that states can also
integrate into their managed care contracts.  Oregon legislation
passed in 2018 requires CCOs to “spend earnings above specified
threshold on services designed to address health disparities and social
determinants of health.”  The CCO model resulted in a 7 percent
reduction in health care expenditures, fewer avoidable emergency
department visits, and improvements in quality measures.

In Massachusetts, ACOs implemented a screening process and
contracted with community-based organizations to provide
nonmedical services to Medicaid beneficiaries.  Massachusetts uses a



Section 1115 Medicaid waiver to apply federal funds to social services
and implemented a pay-for-performance shared savings program
using screening quality measures.  Minnesota and Rhode Island
operate similar programs: Minnesota’s Integrated Health Partnerships
program uses capitated population-based payments and performance
metrics to target social needs, while Rhode Island’s Accountable
Entities and managed care programs use value-based payments and
shared saving incentives to prioritize whole-person care.

Washington state created its Accountable Communities of Health
(ACHs) program through a Section 1115 waiver. ACHs are
independent, regional organizations that work with community
partners to improve the health of local populations through delivery
system reforms, care coordination, and community investments.
ACHs have decision-making bodies that include health care partners,
community partners, and community-based organizations that
provide social services.  ACHs offered significant funding for this
program: nearly $1 billion over five years, ending December 2021, for
performance-based incentive payments to providers and “managed
care organizations (MCOs) that support delivery system
transformation efforts.”  Washington is pursuing a one-year
amendment and extension of its ACH program.

Similarly, in March 2021, Pennsylvania launched its Regional
Accountable Health Councils (RAHCs) program, akin to Washington’s
ACHs.  Each of the five RAHCs, established by the MCOs and
behavioral health primary contractors in each region, will include
managed care payers, providers, and community-based
organizations.  RAHCs aim to address health inequities and
disparities; identify and address social determinant of health needs;
and promote value-based purchasing and care integration, all with an
emphasis on the communities most in need.

Build on existing community resources and relationships

While understanding health through a whole-person lens that integrates social
and economic factors is crucial to addressing health disparities and improving
outcomes, the North Carolina Medicaid approach maintains an important
distinction between health care providers and payers and human service
organizations. In addressing social determinants of health and linking social
services to health care, health care providers and payers should not attempt to
recreate social service infrastructure.  Also key is acknowledging power
imbalances that arise from this partnership and building genuine cross-sectional
relationships early in the process.

By creating infrastructure and incentives for payers and providers to refer
patients to human service organizations that are already established and trusted
in local communities, health care and social service providers can collaborate
without sacrificing quality or expertise. Furthermore, since 27 state Medicaid
programs currently partner with community-based organizations and social
service providers in their managed care contracts, states can leverage those
existing partnerships to follow in North Carolina’s footsteps with an expanded
program.  Finally, an important element of North Carolina’s approach is using
federal funds to support human service organizations in building capacity to
offset increased demand.  For example, North Carolina has provided technical
assistance and education to human service organizations to build capacity for



billing, identifying insurance status, and other processes.  This is an approach
other states should consider as they expand into addressing social needs.

Develop infrastructure for data collection and sharing

North Carolina’s NCCARE360 referral system, developed through its Section
1115 waiver, is a critical element of programming to address social determinants
of health. North Carolina developed a set of standardized screening questions
that help facilitate consistent data entry. The state designed NCCARE360 to
offer bidirectional information sharing among health care providers, payers, and
human service organizations. The state also provided key support by integrating
NC 211, an around-the-clock confidential information and referral service that
provides navigators who offer users oversight and technical assistance with
NCCARE360.  Users can submit navigator requests directly on the
NCCARE360 platform.  In 2020, NCCARE360 navigators responded to nearly
8,000 requests for care coordination services.

One critical element of data sharing that states must consider early in the
process is privacy protections for shared data. While health data are protected
by the Health Insurance Portability and Accountability Act, other social
determinant information may be subject to other privacy protections. For
example, some education data are protected by the Family Educational Rights
and Privacy Act. States should consider their approaches to data collection,
sharing, and storage mechanisms in the early stages of integrating unmet social
needs into health care experiences.

Think big

North Carolina’s Medicaid approach to addressing social needs is a prime
example of large-scale, innovative thinking. It was a multistep process that
created several levels of infrastructure to be able to carry out social need
referrals and services with hundreds of millions of dollars in federal funding. As
other states seek to apply a similar model, they should think critically about
their own context and the large-scale operations they can develop for
meaningful change. Furthermore, while addressing individual nonmedical needs
is critical, states should consider how to extend these programs to address social
needs on a structural level.

Conclusion

North Carolina’s Healthy Opportunities Pilots program is an innovative
approach, as are the state’s other programs to address unmet social needs
through Medicaid. Integrating a standardized screening process, referral and
feedback system, and enhanced programming for at-risk individuals within the
Medicaid program leverages federal funding and builds on existing
infrastructure. Other states seeking to improve health outcomes and reduce
health disparities should take note of North Carolina’s programming, consider
making similarly wise investments, and monitor its evaluation closely.
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